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Pain of moderate to severe intensity continues to be an important problem for many 
hospitalized patients. 
 
 Nurses spend more time with patients than any other health professional group and 
have a key role to play in the management of patients' pain. 
 
 This paper reports the findings from a series of focus group interviews which were 
undertaken to explore nurses' perceptions regarding pain and the administration of 
narcotic analgesia. 
 
 Themes identified from participants' comments related to (1) the pivotal role of 
nurses in pain management; (2) nursing assessment and pain management decisions 
(3) individual factors influencing nurses' pain management decisions and (4) the 
influence of others on nurses' pain management decisions. 
 
 These findings have implications for further research and the development of 
innovative educational strategies. 
 
 
 
Introduction 
Pain is a common accompaniment to many illness situations and impacts on patients' 
quality of life. However, despite increased knowledge and technological resources for 
pain management, a growing body of research suggests that many hospitalized 
patients continue to experience pain. The now classic study by Marks & Sachar 
(1973) found that approximately three quarters of patients hospitalized with medical 
illnesses reported pain, with 32% of these patients in severe pain-related distress, 
despite having been prescribed analgesia. More recently, research has shown pain 
prevalence rates amongst hospitalized patients to vary between 45 and 78% ( 
Desbiens et al., 1996; Gu & Belgrade, 1993; Nash et al., 1993; Abbott et al., 1992; 
McKinley & Botti, 1991; Royal College of Surgeons, 1990), with several studies 
showing that a large proportion of patients report pain of moderate to severe intensity 
( Nash et al., 1993; Abbott et al., 1992; Balfour, 1989; Donovan et al., 1987).  
 
Nurses play a key role in the assessment and management of patients' pain. However, 
studies conducted in various clinical settings have consistently shown that nurses tend 
to underestimate patients' pain ( Choiniere et al., 1990; Camp, 1988; Seers, 1987) and 
under-medicate patients for their pain ( Ferrell et al., 1990; Balfour, 1989; Portenoy & 
Kanner, 1989; Donovan et al., 1987; Catalano, 1987). Thus, while there may be 
situations where medical practitioners under-prescribe pain relief, previous research 
suggests that nurses magnify the problem by continuing to administer analgesia at the 
lower end of the range of possible doses  even when patients' pain is not relieved by 
these doses ( Carr, 1990; Melzack et al., 1987; Cohen, 1980; Marks & Sachar, 1973). 
Several studies have found that nurses aspire to reduce patients' pain rather than to 
completely relieve it ( Weis et al., 1983; Fox, 1982; Rankin, 1982; Cohen, 1980). It 
has also been suggested that nurses appear to associate certain types of surgery or 
medical conditions with certain expectations about the severity of pain ( Yates, 1993; 
Sofaer, 1984) and the `appropriate' duration of analgesic therapy with narcotics ( 
Balfour, 1989). For example, nearly half of the nurses in one study stated that they 
would administer narcotic analgesia to post-operative or trauma patients for a 
maximum of three days ( Balfour, 1989). Other studies have found that a large 
proportion of nurses may lack a working knowledge of the properties and actions of 
narcotic analgesia, have exaggerated fears of addiction and respiratory depression, 
and do not understand the principle of scheduled analgesic administration ( Hamilton 
& Edgar, 1992; McCaffery et al., 1990; Rankin & Snider, 1984; Weis et al., 1983; 
Fox, 1982). In a recent pilot study conducted by the authors it was identified that 
although pain management was regarded as an important priority, many nurses 
expressed some reluctance in using narcotic analgesia for the relief of patients' pain 
and indicated some hesitation in administering the maximum dosage as prescribed ( 
Yates et al. 1995).  
 
 
The importance of pain relief for optimal recovery has been repeatedly emphasized ( 
Lavies et al., 1992; Lander, 1990; Owen et al., 1990; Melzack et al., 1987; Chapman, 
1984). Analgesic therapy with narcotics is the cornerstone of pharmacological 
treatment for many patients experiencing pain, e.g. post-operative pain  especially for 
more extensive procedures which cause moderate to severe pain  and cancer pain ( 
Agency for Health Care Policy & Research [AHCPR] 1992). Hence the purpose of 
the present study was to provide a richer, more detailed account of the beliefs and 
attitudes of registered nurses regarding pain and pain management with narcotic 
analgesia. More specifically, the aims of the study were to (1) describe nurses' 
perceptions about patients' pain, and (2) explore nurses' beliefs and attitudes regarding 
the administration of narcotic analgesia. 
 
 
Method 
The study was conducted as part of a larger project to develop, implement and 
evaluate educational interventions aimed at enhancing the attitudes and beliefs of 
patients and nurses regarding pain and pain management with narcotic analgesia. The 
study consisted of three focus group interviews conducted with a convenience sample 
of registered nurses in Brisbane, Australia. 
  
PARTICIPANTS 
 
Subsequent to ethical approval from the relevant organizations, invitations to attend a 
discussion session on the topic of pain management were posted on the notice boards 
of two hospitals and a university school of nursing which offered a Bachelor of 
Nursing (post-registration) course. All organizations used for the present study were 
located in the metropolitan area of Brisbane. Participation was voluntary and 
anonymity was assured. In total, there were 19 participants: (Group 1) six RNs 
employed in a major public hospital; (Group 2) seven RNs employed in a private 
hospital; and (Group 3) six Bachelor of Nursing (post-registration) students. The 
participants were predominantly female (95%) with more than half (61%) holding 
university-level nursing qualifications. The majority (61%) were employed as first-
level registered nurses and were responsible for direct patient care. Their areas of 
practice incorporated acute and community settings and involved paediatric and adult 
populations. More than 68% had been practising as registered nurses for more than 5 
years, with 26% of those practitioners having more than 20 years nursing experience. 
  
DATA COLLECTION 
 
The focus group interviews were conducted in a quiet room within the organization 
from which participants were recruited. The interviews were all 6075 minutes in 
duration and, with participants' permission, were tape recorded to facilitate data 
analysis. Prior to the interviews a question guide was developed by the project team to 
elicit information concerning nurses' beliefs and attitudes to pain management (see 
Fig. 1). Each interview was moderated by a member of the research team. Having 
explained the purpose of the research, the moderator began the discussion with open 
questions about pain and pain management. As the discussion proceeded, probing 
questions were used to elicit more in-depth responses about issues of interest which 
emerged during the discussion.  
  
DATA ANALYSIS 
 
Data from the focus group interviews were analysed according to the method outlined 
by Stewart (1992). Audio-taped data were transcribed verbatim and a copy of each of 
the discussion proceedings was given to the respective group moderator to confirm 
the nature of its contents. A general review of the transcripts was undertaken by the 
research team and apparent trends in the discussions were noted. The transcripts were 
then re-examined in detail and recurring concepts extracted from the data. 
Subsequently themes were generated by grouping similar phenomena into conceptual 
clusters. This analysis was then subjected to a process of further refinement through 
re-examination of the transcribed data and re-definition of the generated themes until 
members of the project team reached consensus on the themes, subthemes and 
definitions of meaning. These were then used to code the interview transcripts, and 
examples which were considered to best illustrate these themes and subthemes were 
identified for presentation of the findings.  
  
FINDINGS 
 
As shown in Fig. 2, four major themes emerged from nurses' comments regarding 
pain and pain management. These themes are presented below, incorporating 
examples from the data to illustrate the dimensions of each category.  
  
The pivotal role of nurses in pain management 
Throughout the three focus group discussions participants made a number of 
comments which highlighted the pivotal role played by nurses in the provision of 
effective pain relief for patients, for example:  
 
I just kept getting the doctors up at night saying `Look, Panadol is not enough, get 
something more' and I would ring our registrar, and if that didn't work I'd ring the 
consultant. 
 
 
Implicit in their reflections upon situations in which they had encountered patients 
with pain was a shared understanding about the negative impact of pain on the 
physical, psychological and social well-being of patients and their families, and the 
importance of approaching pain relief from a total pain perspective. As one nurse 
commented:  
 
We have a palliative care patient and your interest isn't just with the patient alone, it's 
with the relatives too whilst you're relieving the patient's pain you're also relieving the 
relatives' pain and when the relatives are there with the patients if they're dying they 
just look at you and say `Can you do something, just do something' so they're not 
worrying about the hurt and agony. 
 
 
Participants perceived several important benefits of using analgesia to manage pain 
effectively including: decreased recovery time; `it's going to foster self-esteem 
because they are able to do more things for themselves'; `it fosters independence and 
autonomy' and `the patient is able to function more adequately and start mobilizing 
more effectively'. One nurse put it this way:  
 
Actually they feel a lot better about themselves like if they're not in pain or their pain 
is controlled a lot of them can tolerate things better sometimes you can't take away all 
the pain (but) they can feel better about themselves. 
 
 
There was also a general perception that contemporary pain management practices 
had improved the quality of patient care. In particular, participants commented on 
advances made in treatment modalities for managing pain, and this included the use of 
non-pharmacological strategies as well as technological innovations, for example:  
 
I think infusions have revolutionized post-operative pain management, it's just so 
much better. Using PCAs you find that they have the control over their own analgesia 
and you have a different person in the bed as opposed to someone who is reliant on 
you. We use a lot of hot packs  often those simple things  if you get on to them early 
enough they seem to cope quite well. 
 
 
From these comments one is able to sense participants' understanding of pain as a 
multidimensional phenomenon, and their commitment toward implementing pain 
management strategies underpinned by the notion of pain as a total concept. 
  
Nursing assessment and its influence on pain management decisions 
Participants commented frequently on the interface between nursing assessment and 
decisions regarding pain management and the administration of narcotic analgesia. 
Three aspects that were particularly evident in their comments were (1) physical 
assessment (2) assessment of the patient's medical condition/treatment plan and (3) 
pain assessment. In response to questioning about factors which influence nurses' 
decisions regarding narcotic administration, participants commented frequently about 
the importance of physical assessment of the patient, for example:  
 
Physical things dictate a lot, how the person looks, if they look like they're in pain, if 
their blood pressure is up, their pulse is up. 
 
 
Well if I've got a 110 kg patient, I'm not going to give them 75 mg of Pethidine if he's 
complaining of severe pain. I'll start at the maximum dose to try and get it under 
control as quickly as possiblebut if they're a bit smalleryou'd give the smaller one and 
say a half hour later you could give the remainder of the dose. 
 
 
In addition, issues were raised regarding assessment of the patient's medical condition 
and/or treatment plan, for example:  
 
Terminal cases are different to acute pain  I don't know why because I mean pain is 
pain, and as you say it's all individual perception, but the scheduling of the three or 
four hour break, or whatever it is supposed to be, I don't feel is as important for 
terminal cases 
 
 
Well I've nursed this patient on and off over the last two years, and he's been in and 
out with various operations and admissions, and just the fact that he's a chronic pain 
patient has a different bearing on what sort of pain relief you give and for how long  
there's a sort of difference between chronic and post-op surgical pain. 
 
 
If they (patients) want to go home within 24 h you certainly don't want them to be 
having narcotics, really, for 24 h before they go home. 
 
 
If it's on Day 2 I'd probably give them an injection, I think it's a bit early, especially if 
he's just had the narcotic infusion down If it was getting on to, like, Day 3 I'd 
probably put them on to simple analgesia then and  if that didn't work  offer them an 
injection. 
 
 
To a lesser extent, participants also commented on pain assessment as an important 
factor in their decision making with regard to both acute and chronic pain:  
 
We use a post-operative assessment tool; every time we do their observation, we 
assess their pain and their nauseawe used to never ask them how they were feeling 
pain-wise. I think it's alerted people a lot more. 
 
 
We also have a chronic pain chart; that's a really big help; to be able to assess  to write 
down what the patient's scale of pain is and write down the subjective and objective 
data and be able to show the doctors when they come in, `this is what's happening', so 
they've got documented evidence; that's really good. 
 
 
When asked about a hypothetical situation where the prescribed analgesia is Pethidine 
75100 mgs, one nurse explained that her decision as to how much to give would be 
made`depending on their pain score, you know, the pain score and their size'. 
However, whilst participants' comments suggested a shared belief in the importance 
of pain assessment, including pain scores, there also appeared to be some ambivalence 
about whether or not patients' pain was always `real' and should be `believed', for 
example:  
 
She's (patient) been in and out of my ward for the last 2 yearsshe wants the Pethidine 
3-hourly and she watches the timewe have our doubts as to, you know, her reasons for 
admission and it causes a lot of conflict. 
 
 
When it's a mild procedure and someone is `going to town' about the level of pain, is 
it really severe enough to warrant the full dose of Pethidine or would you trial half the 
dose and see if that keeps it at bay. 
 
 
There was a problem with this particular person because she wasn't showing any of 
the signs, you know, increased pulse. She'd say `I'm in agony' and you'd take her pulse 
and it was 60, so she wasn't having a physiological response to it, which is a problem. 
 
  
Individual factors influencing nurses' pain management decisions 
Another theme to emerge from participants' comments was concerned with personal 
attributes, or characteristics, of nurses which impact upon their decisions regarding 
pain management, particularly the administration of narcotic analgesia. There were 
three key aspects to these comments: (1) knowledge about pain and contemporary 
pain management, (2) confidence in one's abilities to assess and manage pain and (3) 
experience in dealing with patients in pain. With respect to knowledge about pain and 
pain management, participants generally agreed that ongoing education is important, 
if not critical, to the provision of quality care, for example:  
 
I think education's a big factor and not just your undergraduate. It's got to be ongoing 
and involvement with pain management teams and hospice teams and things like that 
really open your eyes. 
 
 
One nurse commented:  
 
I did hospital training gradually going from doing the bed pans and the blood 
pressures you did your apprenticeship through that of course things have changed, 
doctors are more approachable now and you have the knowledge backup, you have a 
better idea. 
 
 
However, there was also a general sense that some nurses' pain-related knowledge is 
not always current or sufficiently comprehensive, and this can be a source of real 
frustration for other members of the nursing team:  
 
The nurse will say `Have you got any pain' and they (the patient) will say `No' and so 
the nurse will say `Okay then, we won't give you anything' instead of saying `Well 
we'll give some analgesia to stop the pain from coming' the patient doesn't know and 
the nurse doesn't know either that it's a good idea to prevent the pain I think there's an 
educational issue there.  
 
 
I've noticed that when we set up the narcotic infusions in Recovery there's a 
reluctance on the part of the staff to manage the analgesic infusion adequately they 
didn't really understand the titrate rate and that you really have to get that patient pain 
free for them to be maintained that goes back to education. 
 
 
I think my main annoyance is with people who don't understand break-through pain 
and how to relieve it they just give the injection and go  and that's frustrating to me 
and that's part of what I want to see with good nursing and basic nursing care. 
 
 
Participants' comments also highlighted the importance of nurses' confidence in 
themselves or, perhaps, conviction in their decision-making with respect to the 
administration of narcotic analgesia, for example:  
 
I'm quite happy to make those decisions because I'm happy to be answerable for them 
so I do things that I am comfortable with and I feel that I am doing the best for the 
patient, 
 
 
and,  
 
But, do you know, I've stood on many occasions without backup (Clinical Nurse 
Consultant)you're supposed to be the patient advocate. 
 
 
One nurse related this particularly poignant narrative:  
 
We had a girl who came in who was 12 and knew she was dying she had the most 
grossly cardiac cough because basically she was drowning. Her heart was in such 
failure and I sat with her every night, for about four nights, and every night at 
midnight I'd ring up and say `Look I want something for this girl  she is in pain she is 
drowning  she needs something'. `Oh Panadol.' `No, I want something stronger' and I 
just kept going and they hated me like at midnight every night. Finally they got her on 
to nebulized Morph. which actually worked very well. 
 
 
Participants also raised the issue of clinical experience and its impact on nurses' 
decision-making with respect to narcotic analgesia, for example:  
 
Sometimes I go with the gut feeling and just think `All this is adding up' and I'll just 
take it on and it's usually right that's intuition, covered with experience. 
 
 
Not surprisingly, this appeared to be linked to the opportunity to develop increasingly 
sophisticated decision-making processes regarding narcotic administration and, thus, 
greater confidence in one's decisions, for example:  
 
I didn't have confidence  I felt like dirt enough as I was university trained and in my 
first year I must have trembled in my boots every single time I had to make decisions 
like that, I ran backwards and forwards to the senior RNs on the ward and it was like 
`Oh gee!' 
 
 
When you're first out you can be conned by anybody `cos you don't know what is and 
what isn't  and it takes years and experience and clinical presentations of different 
people and when you have that experience you start making important decisions Year 
4 out in my clinical prac. I started feeling like `Yes, I think I know that from 
experience now'. 
 
  
The influence of others on nurses' pain management decisions 
A final theme which emerged from the discussions was concerned with interpersonal 
factors and their impact on nurses' decisions regarding pain management and, in 
particular, the administration of narcotic analgesia. Two key issues were evident in 
participants' reflections: (1) the importance of good teamwork in achieving effective 
pain outcomes and (2) the impact of peers, and other health professionals, on nurses' 
decision-making. Several comments made during the discussions highlighted the 
importance of good teamwork in the provision of effective pain relief. Several 
participants suggested that the increasing emphasis on pain management had resulted 
in greater collaboration amongst members of the health care team. They reported a 
greater sense of teamwork, negotiation and liaison amongst health care team 
members:  
 
I just think it's a lot of give and take between doctors and nursing staff and patients; 
you've got to work together to actively relieve pain. 
 
 
I've actually negotiated with surgeons and pain teams and said `Well this is not 
working, maybe we should look at something else'. 
 
 
I've just finished trying to get some pain relief for a patient who's got pancreatitis and 
he's got an epidural put in for pain and it's not working. So, it's liaison between the 
nursing staff and the anaesthetist at the moment and sort of juggling dosages and 
trying boluses until we work out what's right for him. 
 
 
However, this positive view was counterbalanced by other comments which indicated 
underlying frustrations with regard to collaboration with others in the provision of 
effective pain relief. Notably, the main source of frustration for nurses appeared to be 
related to a lack of peer support for nurses' pain management practices, and the 
pressures real or perceived which this places upon decision-making, for example:  
 
They say to you `Oh you know, she's always complaining of pain, there's nothing 
wrong with her', or `You're too close to that patient', or `You're too soft on her'. 
 
 
It was very judgmental  they (other staff) couldn't handle people standing up and 
going against the flow and we really wore it, my friend and I  only two of us on the 
ward ever tried to stand up and say `Hey listen, he's in pain'. 
 
 
Participants were concerned about the lack of initiative shown by some nurses 
regarding analgesic administration, particularly where this `non-action' had potentially 
(and in some cases, actually) hindered effective pain relief for patients:  
 
I've found a great reluctance on the part of all nursing staff to actually manage the 
analgesic infusion adequately. They didn't understand it and you really had to work to 
get that patient pain free. 
 
 
I don't know whether I'm an overconfident RN; but as far as I'm concerned, a terminal 
patient I'm not going to ring the doctor at 12 o'clock at night and say `Excuse me, is 
this IM or IV?'  I'm going to give an IV which I did, and I asked the night staff to 
continue the IVs. I got back the next day and that man had no pain relief because it 
was ordered IM and they wouldn't give it IV; I was just so angryI get very annoyed 
and irate that nurses won't have the guts to do things. 
 
 
To a lesser extent, participants also expressed an underlying frustration related to 
perceived barriers to effective collaboration with medical staff in decision-making 
regarding analgesic administration, for example:  
 
Well, unfortunately the decision-making is not ours. We are restricted to what's 
ordered I mean, if the doctor's ordered it, you can't very well make a decision. 
 
 
Other comments made during the discussions highlighted the issue of what might be 
referred to as nurses' norms of pain management. Several participants noted the 
impact which the particular beliefs and attitudes can have on nurses' decisions, for 
example `that's the way a lot of us operate in hospitals' and `every hospital seems to 
have its own little standard of doing things'. More specifically, however, participants 
commented on nurses' beliefs about addiction and their general influence on decision-
making, for example:  
 
We were always taught that 48 h post-surgery, no more IM or IV. That's it, full stop, 
on to Panadol and there was no consideration given to people with various coping 
mechanisms for pain they're a bit better with it now, but you still get a lot of the old 
school who say `No, no'. 
 
 
Interestingly, in the exploration of this issue, two apparently contradictory viewpoints 
were expressed. Several participants indicated that the notion of patients becoming 
addicted to pain-relieving medication did not have any impact on their analgesic 
administration practices:  
 
I don't ever think `Oh I'd better not give her anything because she's had a lot', you 
know `She might become dependent'. It doesn't come into my factoring. 
 
 
I don't ever worry about making somebody a drug addict. I think nurses used to have a 
mentality in the old days, if you gave them too much Pethidine, they'd become 
addicts, but I think that's changed now I think people are a bit more realistic. 
 
 
On the other hand, a persistent undertone of anxiety related to addiction was 
evidenced by the comments of other participants:  
 
In our medical ward, we tend to have a lot of problems with people being addicted, 
not so much to injection type drugs, but all the oral drugs; and it's very hard to assess 
them because quite often they mimic physiological symptoms. 
 
 
I think they've had so much pain relief that they are addicted to it and really, they 
need to, in my opinion, have some sort of help for them to overcome that addiction. 
 
 
Other comments highlighted nurses' attitudes regarding the administration of pain 
medication when patients exhibit what is seen to be demanding and/or manipulative 
behaviour. For example:  
 
I mean, we didn't withhold her pain control I can't pass judgement on her, but if we 
were in the middle of something I wouldn't drop everything. She used to ring at the 
most inconvenient time. We'd make her wait five minutes till we were ready. We 
weren't withholding it just making her wait whereas with another person, you might 
run to the cupboard a bit quicker. 
 
 
When you're busy and you have a couple of really sick people and you've got 
somebody watching their clock saying `Can I have my pain relief now, it's been four 
hours since the last one' and you've got other things that really need to be done, it's 
really hard and it's very frustrating to have somebody disturbing you from something 
that's really important, to have pain relief it's so regular and so predictable. 
 
 
Notably, one participant also made the following comment which highlighted the 
potential impact of nurses' language on their pain management practices:  
 
I think sometimes our terminology is wrong I think it's damaging to say that so and so 
is complaining of pain because straight away there is a negative connotation to it. I 
mean they're `complaining' of pain and four hours later they're `complaining' of pain 
again. It makes it sound as if they're continually complaining. But if they are 
`reporting' they have pain it doesn't seem to have the same sort of negative feel to it. 
 
 
 Discussion 
The comments of participants in these focus group discussions provide an interesting 
insight into nurses' perceptions of pain and analgesic administration practices. A 
number of issues were raised which contribute to the further understanding of factors 
which influence nurses' actions when caring for patients with pain. Several key issues 
have been selected and are addressed in the discussion which follows. 
 
Overall, participants' comments embraced the notion that pain management is an 
important priority in contemporary nursing practice. In particular, the importance of 
assessment, including pain assessment, was highlighted. This is a particularly 
encouraging finding as previous research, in Australia and overseas, has found that 
nurses' documented pain assessments are limited in scope and inconsistent with regard 
to the types of data which are recorded ( Clark et al., 1996; Nash et al. 1993; Scott, 
1992; McKinley & Botti, 1991; Donovan et al., 1987; Watt-Watson, 1987). In their 
study of the congruence between nurses' and medical, surgical and oncology patients' 
assessments of their pain, Camp & O'Sullivan (1987) found that non-verbal data was 
documented by nurses only 9% of the time, on average, while symptomatic data such 
as vital signs, were documented (on average) only 4% of the time. Patient comments 
as to the intensity of their pain were documented only 4% (on average) of the time. 
Camp and O'Sullivan's study also showed that nurses documented significantly less 
than 50% of the information available from the patients. Thus it is to be hoped that the 
perceptions of the participants in the present study can be extrapolated to the `real 
world' of clinical practice as an accurate reflection of nurses' values and practices 
regarding the assessment of patients' pain.  
 
However, although participants mentioned increasing usage of subjective pain 
measures, e.g. pain scores, the type of data most frequently mentioned by participants 
in this study tended to centre on the notion of what is referred to as physical 
assessment. Some evidence of this apparent `selectivity' towards the use of physical 
cues by nurses in the diagnosis of acute pain has been found previously by Burokas 
(1985). Although pain is widely acknowledged as a subjective, multidimensional 
phenomenon, her findings demonstrated that the six factors considered by nurses to be 
most influential in their decisions to administer post-operative analgesia to paediatric 
patients were vital signs and type of surgery followed by severity of pain, non-verbal 
behaviours, response to last medication and age of the patient. Similarly an earlier 
study by Jacox (1979) showed that nurses generally believed physiological signs and 
behaviours to be better indicators of pain than verbal communication by patients.  
 
More recently a national Delphi survey in Australia by Nash et al. (1994) found that 
the defining characteristics considered to be critical to nurses' diagnosis of acute pain 
were: guarding and/or protecting the affected area; abnormal positioning; increased 
pulse rate/tachycardia and decreased mobility/immobility. Data such: as verbal 
complaints of pain; altered facial expression; crying/moaning and requesting 
analgesia were validated as minor defining characteristics. Whilst not disagreeing 
with the importance of physical data in pain assessment, the apparent priority 
accorded to this type of data  at the possible expense of patients' own reports of their 
pain  needs to be further considered in light of the body of literature which indicates 
that many hospitalized patients continue to experience pain ( Desbiens et al., 1996; 
Nash et al., 1993; Abbott et al., 1992).  
 
Another significant issue which emerged from this study was the impact of others, 
notably peers, on nurses' decisions and practices regarding pain management. 
Although some participants enjoyed positive relationships which served to enrich 
their practice, others described a lack of supportive consultation between nurses and 
spoke about the pressures to conform to the prevailing `norms' of pain management. 
Recently, in her discussion on the notion of horizontal violence in nursing, Duffy 
(1995) drew attention to the issue of relationships between nurses and their possible 
impact on practice. One nurse in her study described how:  
 
initiative in nurses is stifled by the hierarchical structure in nursing and medicine, and 
by nurses' attitudes toward each other, which can lead to eventual compliance (p. 13). 
 
 
In her analysis of such comments, Duffy (1995) put forward the argument that:  
 
nurses, like other oppressed groups, have been forced to be submissive in order to 
deal with the dominance of others [and thus] prevailing power relations can be seen to 
be stabilized as a result (pp. 1314). 
 
 
In order to access the knowledge embedded in nurses' pain management practices and 
enhance the quality of patient care, it is essential that further attention is paid to the 
development of empowering, rather than disempowering, relationships between 
nurses. According to Hart (1989, p. 42):  
 
Colleague support and acceptance appear to be critical determinants of an ideal 
clinical learning environment for new graduates. These factors contribute to personal 
confidence and positive attitudes toward work and may influence the quality of care 
provided. 
 
 
Peer consultation, described as the process whereby a nurse confers with colleagues to 
seek resolution of a clinical or organizational problem ( Hart, 1989), is one strategy 
which offers the opportunity for professional learning within a non-threatening 
community ( Erickson, 1987). Within the peer consultation model, expertise and 
power are shared and there is a high level of trust and co-operation. Experience in 
peer consultation can minimize feelings of professional isolation, provide reassurance 
and increase personal confidence and self esteem ( Hart, 1989). There is thus 
significant potential for processes such as peer consultation to make a meaningful 
contribution to the further development of strategies aimed at achieving ongoing 
improvement in nurses' management of pain.  
 
Finally, another important issue to emerge from this study was the continuing 
influence of certain overt and/or covert `norms' regarding nurses' pain management 
practices. Fagerhaugh & Strauss (1977) previously asserted that patients have been 
subtly and sometimes blatantly encouraged to conform with health professionals' 
expectations. More recently, Clements & Cummings (1991) demonstrated that 
patients who did not conform to staff expectations were perceived by nurses as 
manipulative and demanding in relation to pain management. It has also been 
suggested that patients who are perceived to display negative or `difficult' behaviours 
and attitudes are likely to be labelled as not having `real' pain, or being addicted to 
analgesia. Pain which is perceived by health care professionals to be difficult to 
manage, has been found to result in feelings of helplessness manifested through 
avoidance behaviours, frustration and apathy ( Clements & Cummings, 1991). 
Attitudes and beliefs about pain are critical to its acknowledgement as a legitimate 
situation requiring appropriate action ( McGuire, 1992) and the negative impact of the 
aforementioned beliefs and expectations may play a significant role in inadequate 
pain management.  
  
LIMITATIONS 
 
Whilst this study has raised a number of interesting issues, the findings cannot be 
generalized to a wider population of registered nurses. Due to the voluntary nature of 
participation in the study, it may be assumed that the discussion groups were 
comprised of those individuals who probably had an interest in the area of pain and 
analgesic administration practices prior to inclusion in the study. Notwithstanding this 
limitation, the findings of the study have important implications for the development 
of future research and educational initiatives. 
 
 
Conclusion 
The findings of this study reinforce the significant role played by nurses in the 
management of patients' pain. However, whilst nurses' awareness of the importance of 
this issue has become increasingly evident in recent years, it appears that some 
attitudes, beliefs and behaviours which underpin nurses' pain management decisions 
may still be problematic. According to the AHCPR (1992 p. 4) `Health care is both a 
technical and an ethical enterprise'. Patients have a right to care which includes the 
effective prevention and/or relief of pain. The findings from this study indicate that 
there is still much scope for the development of educational initiatives to further 
improve nurses' management of pain and, in particular, the administration of narcotic 
analgesia. However, it is also clear that such programmes must address not only 
knowledge enhancement, but also the wider issues of nurses' attitudes toward pain and 
pain management, peer support and collaboration with nurses as well as other 
members of the health care team. 
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